Case report {#sec1}
===========

A 57-year-old female patient presented to the emergency department with severe abdominal pain. On examination, there was mild distension of the abdomen with sluggish bowel movements. Detailed history revealed that the patient had atrial fibrillation and was on anticoagulants for 8 years. Her vitals were stable at the time of admission. Echocardiogram showed the presence of atrial fibrillation. On further questioning, the patient admitted to be on ritualistic fasting and having stopped all anticoagulant medication for 1 week. Emergency computed tomography (CT) evaluation was suggested in view of suspected bowel ischemia.

Contrast-enhanced CT examination showed the absence of blood flow in the proximal segment of superior mesenteric artery (SMA). This was further demonstrated on CT angiogram images ([Fig. 1](#fig1){ref-type="fig"}). There was an acute thrombus in the SMA ([Fig. 2](#fig2){ref-type="fig"}) with no flow in the distal branches of the vessel. The bowel loops were distended due to venous engorgement with no evidence of bowel necrosis ([Figs. 3](#fig3){ref-type="fig"} and [4](#fig4){ref-type="fig"}). The diagnosis of acute SMA occlusion secondary to atrial fibrillation was made, and thrombolysis was administered. The next day, patient\'s bowel symptoms persisted with decreased bowel movements as before. She also developed severe dizziness, and a CT brain study was advised which showed basilar artery thrombosis ([Fig. 5](#fig5){ref-type="fig"}) with brainstem infarction ([Fig. 6](#fig6){ref-type="fig"}). This was attributed to embolic shower from atrial fibrillation. Emergency surgery was deferred due to the presence of brainstem infarction. Intraarterial thrombolysis could not be offered as a treatment modality due to the absence of an interventional radiologist in the hospital. Decision was made to continue with thrombolysis. Unfortunately, the treatment did not suffice, and the patient expired the following day.Fig. 1VR reconstructed image showing complete occlusion of SMA (arrow). SMA, superior mesenteric artery; VR, volume rendering; IMA, inferior mesenteric artery; CA, coeliac artery.Fig. 2CT axial postcontrast images showing nonopacification of the SMA (arrow) with mild dilatation of the small bowel loops. CT, computed tomography; SMA, superior mesenteric artery.Fig. 3CT coronal reconstructed image showing thrombus in the SMA with contrast-filled SMV to the right of SMA. Mild dilated small bowel loops seen. CT, computed tomography; SMA, superior mesenteric artery.Fig. 4CT sagittal reconstructed image showing thrombus in the SMA. CT, computed tomography; SMA, superior mesenteric artery.Fig. 5CT axial image of the brain showing high density in the basilar artery (arrow) suggestive of thrombosis. CT, computed tomography; BA, basilar artery.Fig. 6CT axial image of brain at the level of midbrain (arrow) showing hypodensity consistent with acute brainstem infarction. CT, computed tomography.

Discussion {#sec2}
==========

Acute mesenteric ischemia constitutes 1% of all patients with acute abdomen. Approximately 40%-50% of these cases are due to atrial fibrillation. Thromboembolism is the most important complication of atrial fibrillation [@bib1]. Most common manifestation is stroke followed by limb ischemia. Mesenteric arteries and renal arteries are less frequent targets [@bib2]. However, mortality is highest with mesenteric ischemia (59%-93%) followed by stroke (30%) and limb ischemia (16%). [@bib1]

Basilar artery occlusion is a rare form of stroke which constitutes only 1% of all strokes but is associated with a very high mortality rates ranging from 80% to 95% in untreated cases [@bib3]. Cardiac emboli constitute more than 60% of these cases. Incidences of these 2 lethal conditions in combination have not been reported extensively to arrive at a conclusion regarding their combined risks. However, there is one case report of segmental artery mediolysis leading to mesenteric ischemia and cerebral infarction [@bib4]. In our study, the patient initially presented with mesenteric ischemia and developed basilar artery occlusion after 2 days. The basilar artery occlusion is most likely a complication of thromboembolic phenomenon.

Classical clinical presentation of SMA occlusion is a triad of abdominal pain, rectal bleeding, and shock. The abdominal pain is said to be disproportionate to the physical findings. Laboratory investigations provide little help in reaching a clear diagnosis. CT angiogram is the investigation of choice [@bib5].

Mortality in SMA occlusion is around 59%-93% [@bib6]. Incidence of mortality varies with stages of treatment. Bowel infarction is the most common cause of mortality followed by stroke and then by surgical complications [@bib6]. Untreated SMA thrombosis is mostly lethal. Björnsson et al. [@bib7] in their study of mesenteric thrombosis showed patients with partial lysis had a mortality of 25%, and those with no run off vessel involvement had good recovery. Long-term morbidity associated with surgery including short gut syndrome and total parenteral nutrition also reduces the survival rate, whereas shorter time to admission and revascularization has shown to reduce the mortality rate [@bib7].

In our patient, the presence of atrial fibrillation coupled with discontinuing the anticoagulant medication increased the patient\'s risk for embolic shower. Factors that might have contributed to her death are inadvertent delay in diagnosis due to atypical presentation, late start of thrombolysis (\>12 hours), and the presence of brainstem infarction contraindicating surgery. Other factors like nonavailability of interventional radiologist, possible poor prognosis, and poor long-term outcome might have contributed to the reluctance for an aggressive surgical management.

Since the patient presented with SMA thrombosis early and bowel infarction was not seen in initial CT examination, it was to be assumed that bowel was viable. However, since the thrombolysis was started as late as 12 hours after admission, it might not have been effective. This was further substantiated by the fact that the patient presented with new embolus in the basilar artery the day after the thrombolysis. In the study by Björnsson et al. [@bib7], one of the patients died of stroke despite timely treatment. With the available evidence, it can be concluded that brainstem infarction was the probable cause of mortality in our patient. An additional possibility includes a combination of bowel infarction and brainstem infarction. Bowel infarction as a sole cause of death seems least likely.

Management of this condition relies on the golden time for thrombosis. The preferred treatment for less than 6 hours of ischemia is intraarterial thrombolysis with urokinase [@bib8]. Some authors suggest thrombolysis should be followed up by repeat imaging, and if the thrombus is not resolving, surgery could be considered [@bib9]. Chang and Stein [@bib10] believe that restoration of circulation with resection of the nonviable bowel increases the survival rate.

Conclusion {#sec3}
==========

SMA occlusion is an uncommon cause for abdominal pain, and one of the common visceral arteries affected by cardiogenic emboli with very high mortality rates. Basilar artery occlusion is a rare kind of stroke with a high mortality. Both of these arteries occluded by a shower of emboli coupled with other comorbidities proved too costly in this one unique case scenario.
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